Over the past decade, market forces have increasingly reshaped the American health care system. Public and private payers have hired for-profit managed care organizations to approve the utilization of health care services. Purchasers and their employees select among competing health plans. Health care facilities and systems vie for contracts to treat populations of patients.
tion in the absence of evidence of better quality could be perceived as having lower value and could therefore result in reduced demand.
Health care organizations have sought to address the need for quality-of-care information by developing practice guidelines, measures that assess guideline conformance, and report cards that disseminate measure results. As is apparent from the text box, there are many active measurement initiatives in mental health care. Nevertheless, it is widely recognized that current efforts do not adequately inform market decisions. 1, 2 Multiple factors have impeded progress. Research evidence and practice guidelines are limited in terms of their specificity and comprehensiveness. Constructing meaningful and feasible measures is technically challenging. Resources to assess quality are limited. Comparing plans and providers requires case-mix adjustment (i.e., statistical adjustment to reduce the influence of patient characteristics on results that are unrelated to provider performance). However, these methods are at an early stage of development in the area of mental health care. 3 Foremost among obstacles to meeting information needs on quality of care is the absence of leadership. A wide array of professional societies, industry groups, and government agencies have developed guidelines and measures reflecting diverse perspectives. In mental health care alone, more than 50 groups have proposed quality measures. These indicators vary widely in their evidence base, technical sophistication, and readiness for use. 4 Some of the more highly regarded measures are described in Table 1 guidelines and standards for care, to select priority areas for measurement, to adopt core measures for common use, and to encourage dissemination of the results in a comparative format. A question slowing the maturation of quality assessment and improvement in health care is: who will lead? A logical candidate is the federal government, which plays numerous roles in the health care system, including payer, provider, employer, and regulator. The need for quality-ofcare data has emerged, however, during an era described as the New Federalism, a two-decade devolution of responsibility for social welfare and services from the federal government to states, localities, and the private sector. 5 While this movement contributed to the rise of marketplace medicineleading to the need for information about quality-it has also constrained the federal government from leading the way in providing that information.
Many nonfederal organizations play important roles in developing quality-measurement systems. These organizations include the Joint Commission on Accreditation of Healthcare Organizations (representing hospitals), the National Committee for Quality Assurance (representing health plans), and the Leapfrog Group (representing large In order for quality measurement to mature and serve the information needs of the market, federal leadership may be needed to bring together disparate groups with conflicting agendas. In the current political environment, since federal mandates are unlikely, the government's role should primarily be as facilitator, funder, and participant in the health care market. In some cases, however, regulatory or legislative approaches may be necessary. The following are some specific objectives, along with suggestions for achieving them.
AN OBJECTIVE AND RIGOROUS PROCESS FOR DEVELOPING PRACTICE GUIDELINES
Clinical practice guidelines provide the foundation for quality measurement. They synthesize research evidence and consensus among experts into specific recommendations for treating common conditions. These recommendations often serve as a basis for quality measures of clinical practice. Through the mid-1990s, the Agency for Healthcare Research and Quality (AHRQ) developed practice guidelines for dozens of conditions using a rigorous method that included a thorough review of research evidence and, where evidence was lacking or inconclusive, a formal consensusdevelopment process. Consensus panels included a broad spectrum of participants with expertise in the relevant areas. For example, the panel that developed AHRQ's widely respected guidelines for depression brought together psychiatrists, psychologists, social workers, primary care clinicians, consumers, and clinical researchers. 6 Under pressure from congressional representatives who believed the government should "stay out of medical practice," AHRQ halted guideline development in 1999, with the intent that professional societies, managed care organizations, and other private organizations would continue the work. 7 As hoped, guidelines have proliferated, but few have achieved the rigor, consensus, and credibility of AHRQ's work. Many organizations lack sufficient methodological expertise or resources, and it is common for organizations to have vested interests in guideline content. For example, pharmaceutical companies that fund guideline development for depression may have an incentive to promote newer, more costly antidepressants over traditional treatments. In contrast, managed care organizations and health plans have incentives to control costs by restricting the use of these drugs. Professional organizations come under pressure by clinicians to ensure that the organization's guidelines support types of psychotherapy practiced by its members. Each of these groups has extensive knowledge to contribute to guideline development, but objective leadership and a rigorous development process are needed to ensure a balanced result that is based on research evidence and consensus among stakeholders.
Perhaps there is a middle ground between the "intrusive hand" of government and a "hands-off" approach. AHRQ currently funds a dozen or so evidence-based practice centers (EPCs) at universities and other nonprofit institutions. These organizations currently assess research evidence on clinical interventions and conditions, but lack the mandate to take the next step and derive practice guidelines from evidence syntheses. Several of the EPCs would be well prepared to serve in the role of "honest broker" and lead stakeholders in the development of guidelines. Even a limited expansion of their mission would require broad support from Congress, but this represents just the type of public-private partnership that needs to be pursued.
DISCLOSURE OF HEALTH PLAN CRITERIA FOR DETERMINING MEDICALLY NECESSARY CARE
However rigorous their development, the influence of guidelines on clinical practice is limited because they are usually not integrated into the review, financing, and delivery of care. Instead, health plans employ utilization management (UM) criteria to guide staff clinicians and to approve or deny external requests for treatment. UM criteria directly influence access to care and its quality for thousands of Americans each day. For example, such criteria determine how long an individual experiencing an acute exacerbation of schizophrenia remains in the hospital, and whether an individual with substance dependence receives inpatient, outpatient, or intermediate care. Although UM criteria differ from practice guidelines in a number of ways, in theory they should be similarly informed by clinical research and expert opinion. We rarely know the specific content of these criteria, however, because they are typically proprietary, and few health plans disclose them. Public disclosure would allow consumers and purchasers to make informed decisions when selecting health plans. Prompted by law suits filed by consumer advocates, a large California health plan recently announced that it would make its internal guidelines available. 8 In the interest of informing participants in the marketplace, Congress might encourage other plans to do the same.
A CORE SET OF MEANINGFUL AND FEASIBLE QUALITY MEASURES
The major stakeholder groups in the health care systemnamely, accreditors, state and local health agencies, consumer advocacy groups, managed care and provider organizations, insurers, employer purchasers, labor groupsneed to come together around common measures of quality.
Several federally funded umbrella organizations are working to achieve consensus among the various players. The Institute of Medicine produced a framework that included priorities for quality assessment and improvement. 2 The National Quality Forum has convened representatives from major stakeholder organizations to adopt consensusbased measures. AHRQ is compiling a national quality report from existing public health and quality-assessment databases. 2 In mental health and substance-related care, stakeholders have worked together on consensus measures under the auspices of the Forum on Performance Measures and the Washington Circle Group. 9 Although each of these groups has made progress, broad agreement on meaningful, feasible, and well-specified measures has been achieved in very few areas of health care. Accreditors and other groups are moving toward the common adoption of diabetes measures. The Washington Circle Group's measures for substance-related care are receiving support from a number of groups, including the U.S. Substance Abuse and Mental Health Services Administration and the National Committee for Quality Assurance.
There are many impediments to further progress. Especially important is that participating stakeholder groups often have conflicting priorities that limit well-intended efforts to produce consensus. 10 For example, while many groups advocate that quality measures reflect evidencebased standards of care, such measures typically require rich data sources and are costly to implement. Organizations representing facilities and plans (which are responsible for collecting measurement data) express concern about this burden. In addition, even when an umbrella organization of stakeholders agrees on common measures, it may lack the authority to implement them.
In its most recent report, the Institute of Medicine made a persuasive call for the federal government to support consensus development through its multiple roles in health care. 11 In addition to acting as a lawmaker and regulator, the government provides health care directly through the Veterans Administration, the armed forces, and the Indian Health Service. Government programs reimburse providers for services through Medicare and, in partnership with the states, through Medicaid and the Children's Health Insurance Program. As an employer, the federal government is among the largest purchasers of health coverage in the country. Additionally, federal funds make up a large share of budgets for medical education, training, and research. Federal agencies charged with each of these areas have plentiful opportunities to foster consensus by encouraging participation in common umbrella activities, by adopting the measures and specifications that they produce, and by using the results of those measures results to guide purchasing and decisions.
AN ITERATIVE PROCESS OF TESTING AND IMPLEMENTATION
The evaluation and improvement of measure validity and reliability, the development of case-mix models, and the assessment of methods to avoid gaming and other undesired consequences of measurement are ongoing, iterative processes. Providers justifiably fear that premature implementation of imperfect measures might penalize them unfairly. But perfection can also serve as the enemy of the good. In order to conduct the necessary testing and refinement, we need hands-on experience applying measures in diverse settings and generating sizable data sets that include large populations spanning systems of care. In order to lessen resistance and foster consensus, groups implementing measures should begin by using the results to foster both internal quality improvement and collaborative benchmarking activities. Only after testing and refinement is completed should measures be linked to incentives or sanctions. In the longer term, we will need to learn not only which measurable areas offer the best prospects for improving care, but which are the most cost-effective areas for quality improvement, as defined in terms of units of clinical outcome per unit of resources expended. For example, if a local mental health care system has a limited budget for quality improvement, should it seek to improve assessment and treatment of substance abuse among patients with schizophrenia? Should it address discontinuities in care experienced by patients discharged from hospitals who do not successfully transition into outpatient care? Or should these funds be used to expand access to existing services rather than attempting to improve them? Methods of analyzing cost-effectiveness are well established for assessing clinical interventions. 12 Applying them to quality-improvement interventions will be feasible once data are available for a broad array of conditions, modalities, and common quality problems.
AN EXPANDED INFRASTRUCTURE FOR QUALITY ASSESSMENT
standards, the information exists in diverse forms that resist collection, analysis, and comparative use. A standardized data set would build on standards established under the Health Insurance Portability and Accountability Act for diagnostic codes (ICD-9 and DSM-IV), procedures (CPT-IV), and drugs (NDC), but expand beyond them to include information that cannot be gleaned from administrative data sets. Illustrating the potential for this approach is the Center for Medicare and Medicaid Services' Minimal Data Set for skilled nursing facilities 13 and its consumer-oriented Web site (http://www.medicare.gov/nhcompare/home.asp). Such activities are in keeping with the federal government's traditional role in setting standards with the goal of enabling markets to function.
CONCLUSION
Early investigations into the quality of health care resembled archeological digs: large-scale studies were conducted at substantial expense and complexity in order to answer individual questions-for example, the impact of prospective payment on inpatient care. 14, 15 In order to inform everyday decisions of participants in the health care marketplace, we need to function less like archeologists and more like meteorologists, drawing on data that are routinely collected by a matrix of sensors distributed throughout the health care system. Early stages of quality-measure development, consisting of local experimentation using diverse methods, were consistent with a New Federalism emphasis on decentralization and local control. These initiatives have produced many promising approaches; they have not, however, led to adequate information on quality. Within constraints imposed by the political context, federal action may be needed to bring quality measurement to maturity.
